REVIEW OF MEDICARE APPEAL CASES (excludes expedited appeal cases)
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Revised for Final Rule 5/21/01



REVIEW OF MEDICARE APPEAL CASES (excludes expedited appeal cases) WSAP1
Requirement:

* ALL STANDARD SERVICE RELATED DECISIONS MUST BE MADE ASEXPEDITIOUSLY ASTHE ENROLLEE’'SHEALTH CONDITION REQUIRES BUT NO
LATER THAN 30 CALENDAR DAYSFROM THE DATE THE M+CO RECEIVESTHE REQUEST FOR A STANDARD RECONSIDERATION. THE M+CO MAY EXTEND
THE TIMEFRAME BY UPTO 14 ADDITIONAL CALENDAR DAYSIF THE ENROLLEE REQUESTSAN EXTENSION OR IF THE M+CO JUSTIFIESA NEED FOR
ADDITIONAL INFORMATION AND HOW THE DELAY ISIN THE INTEREST OF THE ENROLLEE.

® The M+CO must make an organization determination (the M+CQO's decision to provide, to authorize, to deny, or to pay for a service) within 14-calendar days of the enrollee's request
for the service or within 60-calendar days of the enrollee's request for payment of a service, (within 30 daysfor “clean” claims and within 60 days for all other claims). Failureto provide
a notice constitutes an adverse organization determination which the member may appeal.
® The M+CO must properly define and otherwise describe complaints that are organization determinations in the M+CO’s evidence of coverage (EOC).
® The M+CO must make the reconsideration service decision within 30-calendar days* of receipt of the reconsideration request and payment decision within 60-calendar days of
receipt of the reconsideration request. [If the M+CO’s decision isto overturn itsinitia decision, the M+CO must authorize, or provide-services within 30-calendar days* and make
payment for a service within 60-calendar days from the date of M+CO determination.] If the M+CO cannot issue afully favorable decision, it must automatically forward the case to
HCFA’s independent reconsideration contractor within 30-calendar days* from the date it receives the enrollee’s appeal request for service and within 60-calendar days from the
date it receives the enrollee’s appeal request for payment. Failure to complete the review within the timeframes constitutes an affirmation of its adverse organization determination
and the M+CO must submit the case file to the independent review entity. The M+CO is not allowed to issue an unfavorable decision to an enrollee, but is required to notify
enroI lee that the caseis forwarded to HCFA’s contractor. If HCFA's contractor’s reconsi idered determination is to hold the M+CO liable, the M+CO must authorizeprevide-or
by : ! termination- the service under dispute within 72 hours from
the date it receives notice reversi ng the determ| nation, or provide the service under dispute as expedltlously asthe enrol lee's health condition requires, but no later than 14 calendar
days from that date. For requests for payment if the M+CQO's determination is reversed by HCFA's contractor, the M+CO must pay for the service no later than 30 calendar days
from the date it receives notice reversing the organization determination. A reopening of a reconsideration determination by the independent review entity does not relieve the
M+CO of the obligation to effectuate the reconsideration determination within the required time frames.

Purpose: To determine whether the M+CO complies with regulatory requirements of identifying organization determinations and processing Medicare appeal cases in atimely manner.
Thisrelatesto Section X+ V111, Claims Processing, in that the M+CO must pay legitimate unaffiliated provider clean claims within 30 days and process al other claims within the 60-day
period so it can notify enrollees of any negative adverse decision.

Sample/Unlverse The unlverse includes all standard appeals filed on clatms and organlzatlon determrnat|on denials. Make-sure-the-universe-neludes—cases—th-which-the

In the notification of site visit |etter, reviewer will request the M+CO to: 1) provide alist of al standard reconsideration cases referred to HCFA by the M+CO during the 6-month period
endlng with the month prror to the scheduled visit (the specmc months should be specified in the Ietter) or that the M+CO made afavorable deC|S|on on dun ng the six month period of
al ab A Upon receipt of thelist,

approxi mately 2 weeks prior to the srte vrst the reviewer wi II select 30 caseﬁ in accordance W|th the random selectl on methods drscuseed in the Revrew Guide Instructions, under Sampling
Methodology. (Note: During focused reviews, HCF A staff may elect to increase sample sizesto 100 cases or more, as deemed appropriate by the Agency.) Five (5) to 7 days before
the site visit, reviewer will notify the M+CO of the specific units of analysis. The M+CO shal have all necessary documentation for the units of analysis available upon the reviewer's arrival
onsite. In addition, the M+CO must provide a separate list of al written “complaints’ submitted by beneficiaries during the same time period that relate to any point-of-service (POS) benefit
that the M+CO may offer. These complaints relate to denial of services or denial of claims and upon review, resulted in either afavorable coverage decision by the M+CO or adecision
to send the case to HCFA for reconsideration. Upon receipt of the lists, the reviewer will combine this universe with the appeal s universe specified above. The reviewer may, at his’her
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discretion, choose to conduct afocused POS-related appeals review. In thisinstance, the reviewer will select 30 POS-related appeal's cases in accordance with the random selection methods
discussed in the Review Guide instructions and proceed to follow the review methodology specified above. In either instance, when selecting the POS review case, the reviewer should
annotate those cases that are POS-related.

Column Explanations:

O Name/HI Number: Self-explanatory. Number optional.

[ Organization Determ. Date: The organization determination date begins the 60-calendar day period during which time the beneficiary may appeal.

M+CO Favorable Decision columns

[ Date Recon Request Rec'd: Regulations specify the time frames for requesting reconsideration; otherwise, the organization determination is final and binding Transfer resultsto APO8.
O If Favor able Decision, Notice sent within 30-calendar daysfor service* and within 60- calendar daysfor payment: Did the M+CO render the favorable reconsideration decision
and notify the enrollee and effectuate the service as quickly as the enrollee’ s health condition requires, but always within 30 calendar days for standard review and make payment within
60 calendar days of the request? Transfer resultsto ARPG9. AP10.

O If extension invoked, enrollee informed in writing of reasonsfor delay and provided grievancerights? If the M+CO extended the timeframe, did it notify the enrollee in writing
of the reasons for the delay and inform the enrollee of the right to file a grievance if he or she disagrees with the M+CO’ s decision to grant an extension? Transfer results to AP10A
M+CO/HCFEA Contractor Unfavorable Decision columns

O Unfavorable Decision to HCFA contractor within 30 calendar days* for standard review and 60 calendar days for payment? If the M+CO cannot issue a fully favorable
reconsideration, it must send the case to HCFA's independent reconsideration contractor as quickly as the enrollee’s health condition requires, but aways within 30-calendar days* for
standard service and within 60-calendar days from the date of the reconsideration request. The M+CO may not exceed this time limit, even for lack of medical records. Was the case
appropriately developed and prepared for HEFA: the independent outside entity? Transfer resultsto ARPGS-AP10.

[ Overturned Decision Effectuated within 30 days* (service)/60 days (claims) if M+CO overturn; 72 hours/14 days (serV|ce)/30 days (cla|ms) if mdependent outsde entity
overturn or 60 days(serwce and claims) IfHGFA—GGHI—I’—aGEOI’— ALJ (or higher level of appeal) overturn?:

...... e Vasthe Reversels by the M+COeveFtumed
For service requests D|d the M+CO deelsen authonze or prowde the service as expeditioudy as the enrollee’ s health condition requires, but no later than effectuated within 30-calendar
days (or no later than upon expiration of an extension) from the date of the reconsideration request?

For payment requests. Did theM +CO pay the clai m no Iater than (—%Fwee)—and 60-calendar days from the date of receipt of the reconsideration request’%payment—)—l—e—dtd-theM#GQ

AMithin-60 endar-davs-or-authorizelorovide servi Aithin-30-calend he-appeal-was-service related \was the decision/eff ectuation-accomplished e

Rever sals by the i ndependent outs de entity —

For service requests: Did the M+CO authorize the service under dispute within 72 hours from the date it received notice reversing the determination or did the M+CO provide the service
as expeditiously as the enrollee's health condition requires but no later than 14 calendar days from the date it received notice?

For payment requests -- Did the M+CQO pay for the service under dispute within 30 calendar days from the date it received notice reversing the organization determination?

Reversals other than by the M+CO or the independent outside entity —

Did the M+CO pay for, authorize, or provide the service under dispute as expeditously as the enrollee’ s health requires, but no later than 60 calendar days from the date it receives notice
reversing the determination? Transfer resultsto AR12. AP11.
O Comments. Self-explanatory. You may want to include comments here (e.g., reason for denial, emergency/urgently needed care) that would help you focus on trends. If POS cases
arein the sample, or if the sampleisfor POS cases, then indicate POS in this column.
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